1. The authors thought the reason why hemorrhagic stroke did not show reduced risk of dementia during the follow-up period is because patients with hemorrhagic stroke have poorer symptoms, prognosis and higher risk of dementia than those with ischemic and other types of stroke. Is it identical to or supported by data from Taiwan"s National Health Insurance Research Database? 2. I think the authors" idea can more clearly expressed with "Activation/deactivation of the brain regions responsible for cognition and memory by acupuncture", than "change of activated regions in the resting state in patients with MCI and AD", for the possible explanation about effects of acupuncture.
3. In female column in table 3, though events in acupuncture "yes" group are more than that of non-acupuncture group (505>467), HR of this group is 0.70. Please check the data again.
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GENERAL COMMENTS
The study investigated the effect of acupuncture treatment in reducing the risk of dementia after stroke with nationwide data. It"s a clinically important topic. This study was well designed. Propensity score was used for matching to reduce bias and produce valid comparisons between the groups. Statistical analysis was performed to examine the effect of acupuncture treatment in the overall group and subgroups. The manuscript is well organized and presented. I have some minor comments.
1. Propensity score matching produces balanced groups regarding the baseline covariates. So further adjustment of those baseline covariates in the Cox model has little effect on the estimation of the acupuncture effect. In the table 2, results from Model 2-5 are very similar to those from Model 1. However in the statistical literature, it has been argued that propensity score matching sample does not consist of independent observations. I was wondering whether the authors accounted for this lack of independence when estimating the variance of the treatment (acupuncture) effect such as using a robust variance estimator.
2. The authors pointed out the limitation that their study data lacked clinical information. Some clinical information could be very importation in answering their study question such as stroke characteristics (severity, size, location etc), prior stroke cognitive function etc. Is it possible to somewhat account for these clinical information in the analysis with their study data?
3. The title is about non-hemorrhagic stroke, but they did find the significant effect of acupuncture treatment in the overall group. They did not find significant effect in the subgroup of hemorrhagic stroke.
Could it be due to the smaller sample size of this subgroup? It would be interesting to see the analysis among all hemorrhagic stroke cases (not just matched sample).
VERSION 1 -AUTHOR RESPONSE
To Reviewer #1: Q: This MS reads close to flawlessly. With that said, I would appreciate suggested future population based studies to over the limit of this study, which does not have to be a clinical trial. Reply: By your suggestions, the last sentence of Discussion section was revised as "Although the beneficial effect of acupuncture on dementia risk was investigated in this study, future populationbased studies to over the limit of this study are needed to provide more evidence of this association". Thanks for the comments and suggestions. We revised the sentences and cited the new references, it was showed as "According the previous studies based on the data from Taiwan"s National Health Insurance Research Database, patients with hemorrhagic stroke had longer length of hospital stay and higher mortality than ischemic stroke patients. The more severity in hemorrhagic stroke patients may dilute the effect of acupuncture on reducing post-stroke adverse outcomes. Besides, the small sample size of dementia cases in the hemorrhagic stroke patients also decreased the statistical significance of acupuncture effect. These two reasons might explain why there was no significant reduction of risk of dementia in patients with hemorrhagic stroke who received acupuncture treatment." Thanks for the comments and suggestions.
2. Q: I think the authors" idea can more clearly expressed with "Activation/deactivation of the brain regions responsible for cognition and memory by acupuncture", than "change of activated regions in the resting state in patients with MCI and AD", for the possible explanation about effects of acupuncture.
Reply: By your comment, the sentences were revised as "acupuncture treatment (acupoints: Tai chong [Liv3] and He gu [LI4]) can cause activation in the regions with decreased activity; it also can cause deactivation in the regions with increased activity for patients with mild cognitive impairment and Alzheimer"s disease". Thanks for the comments and suggestions. 3. Q: In female column in table 3, though events in acupuncture "yes" group are more than that of nonacupuncture group (505>467), HR of this group is 0.70. Please check the data again. Reply: We admitted that it is a typo. By your comments, we revised the column in the Table 3 . Thanks for the corrections.
To Reviewer #3:
1. Q: Propensity score matching produces balanced groups regarding the baseline covariates. So further adjustment of those baseline covariates in the Cox model has little effect on the estimation of the acupuncture effect. In the table 2, results from Model 2-5 are very similar to those from Model 1. However in the statistical literature, it has been argued that propensity score matching sample does not consist of independent observations. I was wondering whether the authors accounted for this lack of independence when estimating the variance of the treatment (acupuncture) effect such as using a robust variance estimator. Reply: In our study, all VIF for factors associated with dementia risk were lower than 10 (as shown in following table). That is to say, there was no collinearity between factor and factor in the multivariate model in this study because all VIFs for factors were lower than 10. Therefore, it is not very necessary to consider the collinearity in the multivariate model. Thanks for the suggestions and comments.
Parameter Standard error t-value p-value Variance inflation factor (VIF) Acupuncture -0.05 0.0064 -8.56 <.0001 1.0000 age, 60-69 0.07 0.0084 8.52 <.0001 1.6658 2. Q: The authors pointed out the limitation that their study data lacked clinical information. Some clinical information could be very importation in answering their study question such as stroke characteristics (severity, size, location etc), prior stroke cognitive function etc. Is it possible to somewhat account for these clinical information in the analysis with their study data?3. The title is about non-hemorrhagic stroke, but they did find the significant effect of acupuncture treatment in the overall group. They did not find significant effect in the subgroup of hemorrhagic stroke. Could it be due to the smaller sample size of this subgroup? It would be interesting to see the analysis among all hemorrhagic stroke cases (not just matched sample). Reply: We used reimbursement claims of National Health Insurance Research Database to conduct the present study. The study subjects were new-diagnosed hospitalized stroke patients who had no previous history of stroke. Therefore, the prior stroke cognitive functions were not included in this study. In fact, the stroke characteristics, such as severity, size, location, NIHSS scores were not available in the database. We admitted that small sample size of hemorrhagic stroke patients may lead to the insignificant association between acupuncture use and dementia risk. We added this point the Discussion section and clarify why the acupuncture effect was not associated with reduced dementia risk in nonhemorrhagic stroke patients. The sentences were revised as "Patients with hemorrhagic stroke had poorer outcomes (such as mortality, dependency, disabilities, and modified Rankin Scale score) than those with ischemic stroke. Hemorrhagic stroke patients were also more likely to develop dementia than those experiencing ischemic and other types of stroke. The more severity in hemorrhagic stroke patients may dilute the effect of acupuncture on reducing post-stroke adverse outcomes. Besides, the small sample size of dementia cases in the hemorrhagic stroke patients also decreased the statistical significance of acupuncture effect. These two reasons might explain why there was no significant reduction of risk of dementia in patients with hemorrhagic stroke who received acupuncture treatment." By your comments, we included another sample that consisted of all hemorrhagic stroke patients without matching procedure. The results were listed as followings: 
